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The following observations are therefore pertinent:
(1) With this operation, as with any other, the true objective must be kept constantly in mind. A safe and direct technic is desirable. Additional maneuvers not contributing directly to the attainment of the objective are superfluous and often dangerous.
(2) There is no basis in fact that such a vent must be made through the cecum specifically. Any portion of the ascending colon will serve as well, provided it is proximal to the obstruction.
(3) Intra-abdominal exploration is in the great majority of instances not a part of the objective. When such exploration is combined with the main procedure the patient is subjected to multiple operations, only one of which is indicated at the moment. The mortality rate rises sharply when exploration is added -to surgical decompression of the right colon.
(4) The simplest maneuver which effectively seals the colon in the region of the fistula to the adjacent parietal peritoneum is the one indicated. Additional "safeguards" are advisable only when they can -be performed without significant risk. Anchoring sutures between the peritoneum and the distended colon are among the commonly employed "safeguards" which are not only superfluous but also dangerous. They are superfluous because the peritoneal surfaces in question adhere within a few hours under the existing conditions of the operation. chance of wound infection, is more difficult to close, and favors the development of a hernia.
(6) Provided adequate protection of the wound and peritoneal cavity can be obtained it is advantageous to open the vent at once, thus effecting an immediate decompression.
Many of the technics currently employed for the formation of a "cecostomy" involve one or several maneuvers of questionable value and unnecessary risk. The following simplified procedure attains the desired objective and eliminates several unnecessary or dangerous steps.
Operative technic. Local anesthesia with procaine is used throughout. A relatively transverse incision ( Fig. 1) the ascending colon or cecum bulging into the wound. Without further exploratory maneuvers the most accessible tenia of the presenting colon is grasped with a Babcock clamp. By gentle traction a knuckle is easily delivered into the wound in most instances, but, if not, division of the parietal peritoneal attachment will render it so. This is drawn outward until the apex is about a centimeter above the level of the skin (Fig. 2) , the approximate point to which the knuckle of gut can be delivered without undue tension. A larger knuckle is unnecessary. Thereafter an assistant maintains the colon in this position by gentle traction on the clamp, and the wound is closed about it with interrupted fine sutures, preferably of silk (Fig. 3) . The closure is made snugly, allowing just enough space to permit passage of a No. 18 French catheter at a later stage. A gauze dressing is applied around the knuckle of gut. With the wound thus carefully protected, a purse-string suture of fine silk is placed just proximal to the apex of the protruding gut, and the latter is then opened (Fig. 4) . A fenestrated soft catheter, approximately No. 18 French in size, is inserted well into the lumen of the colon itself, and the purse string is tied snugly about it (Fig. 5) . The catheter is anchored to the purse string by a separate fine silk suture (Fig. 6 ). With the wound thus protected the maneuver of opening the gut and inserting the catheter can be carried out without gross soilage. The patency of the lumen of the catheter is insured by gentle irrigation. The catheter is anchored to the abdominal wall with adhesive tape so that movement by the patient will not dislodge it.
Postoperative care of the colostomy. It must not be assumed that the colostomy will function without further attention. It is essential that the lumen be kept open. Continuous suction to the catheter at this time is of no practical advantage, since fecal plugs frequently interrupt the drainage and require irrigation for removal, especially during the first few days. The protruded knuckle of gut readily adheres to the wound and to the gauze dressing placed about it which is not disturbed for several days. Although the gut may recede to the level of the skin on the first postoperative day, there should be no leakage. On the fourth or fifth postoperative day the skin sutures are removed and the wound and the surrounding skin are protected with an ointment. Thereafter the catheter will loosen from its purse string, but the wound will have become sufficiently sealed off. It is then important that the catheter be maintained in place at all times (Fig. 8) , since the fistula tends to close rapidly when the catheter is out. Irrigations with salt or magnesium sulphate solution can be carried out through the catheter as desired. With the knuckle of gut at, or slightly below, the level of the skin and the catheter in place, the colostomy can be maintained indefinitely.
Closure of the colostomy. When the colostomy has outlived its usefulness the mucosa is trimmed back to a point about a centimeter below the level of the skin. No anesthesia being necessary, this procedure can be performed as part of the dressing on the ward. With the mucosa reduced the skin opening tends to close rapidly so that, at the end of a week, the opening should be markedly reduced in size. If redundant mucosa persists the trimming procedure is repeated. Within an additional week closure will usually have been completed.
Several points in the procedure are worthy of special note.
(1) Intra-abdominal exploratory maneuvers are not performed. They are not within the objective of the procedure. (2) Anchoring sutures are not placed between the peritoneum and the colon. Even with fine silk technic this maneuver is not without danger and is entirely unnecessary with the protruded knuckle of gut. (3) No search is made for the cecum specifically; the presenting portion of the right colon is utilized and serves the purpose adequately. (4) The protruded knuckle of gut is not opened until the wound is protected with a dressing; the protruded gut may then be opened at once. (5) This colostomy, like others, is not automatic in its performance. Its successful functioning depends upon frequent attention, especially during the first few days.
Discussion
The described procedure offers the following advantages: (1) With attention to details, one can consistently avoid soilage of the wound.
(2) It eliminates all necessity for anchoring sutures between the parietal peritoneum and the distended colon, thus reducing one great source of intra-abdominal contamination at operation.
(3) Since the diameter of the colostomy is small and wound infection controlled, the likelihood of postoperative local hernia is reduced.
(4) It can be maintained in a functioning state, with minimum fluid loss when desired, indefinitely.
(5) The colostomy tends to close spontaneously when the mucosa is reduced below the level of the skin. (6) Closure is hastened, and can be consistently completed in a period of ten days to two weeks, by merely trimming back the mucosa, as part of the dressing.
This technic for colostomy of the ascending colon is an operative procedure for surgical decompression of the ascending colon superior in practice to the commonly employed "cecostomy" for the same objective.
Summary
The objective of surgical procedures to decompress the right colon is recalled. A simplified operative procedure which attains this objective is described. Several unnecessary and dangerous steps are eliminated. The colostomy is adaptable to easy closure without an additional operation. 
